short stature at the age of 8 years ii months. On physical examination he had typical features of Turner's phenotype (Fig. a) . There was a grade 2/6 systolic ejection murmur at the left sternal border. Chest x-rays showed mild cardiomegaly, and an electrocardiogram revealed left ventricular hypertrophy and ST and T wave changes. Findings at cardiac catheterization at 9 years II months, particularly the left ventricular angiogram and raised end-diastolic pressure in both ventricles without any other haemodynamic abnormalities, suggested the diagnosis of nonobstructive hypertrophic cardiomyopathy (Table) . The patient did well for over io years but developed gross congestive cardiac failure at the age of 20 years 7 months. There was obvious cardiomegaly and the electrocardiogram showed biatrial and biventricular hypertrophy. After therapy with digoxin and diuretics there was considerable diminution in heart size and symptoms. A second cardiac catheterization performed after treatment showed no significant change in haemodynamics (Table) (Fig. c) was first evaluated at 2 months of age because of a seizure. He had no cardiorespiratory symptoms until I3 years of age when he began to complain of chest pain, decreasing exercise tolerance, dizziness, and dyspnoea on exertion. The chest x-ray showed moderate cardiomegaly and an electrocardiogram revealed a superior axis in the frontal plane, and hypertrophy of the left ventricle and atrium. The diagnosis of obstructive hypertrophic cardiomyopathy (idiopathic hypertrophic subaortic stenosis) and mitral regurgitation was confirmed at cardiac catheterization and angiography (Table) . Right ventricular outflow obstruction was subsequently also noted. At age i6 years and 6 months, after the second catheterization, treatment with oral propranolol was started because of recurrent chest pain and dizzy spells. There was some improvement in his symptoms and a reduction in the left ventricular outflow gradient (Table) 
